Date Expired/Cancelled:

ISHLT Transplant Database

Electronic Data Submission Access Form

Provider #:

Date Received:
Date Entered:
E-mail Received:
Assigned User Name:

Internal Use Only

Please complete a separate form for each staff member who is to receive access to the Registry.
User names for each individual will be provided to you by UNOS upon receipt.

Name:

Title:

Hospital Name:

Department:

Program Type: HR, LU, HL
(Must indicate program type)

Hospital Address:

City, Country:

Phone (include area code):

Fax (include area code):

E-mail:

Desired Password (Select a
password you can remember. It
must have at least 5 characters)

Access Rights: Please mark
the box to indicate the level of
access this individual is to have.

O ISHLT Full Access
(® ISHLT Read-Only Access

Signature of Program Director

Printed Name of Program Director

Return To:

Kathryn Philibin

ISHLT/MCSD/Tumor Registries

UNOS

700 North 4" Street
Richmond, Virginia 23219
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